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ABSTRACT

Cancer patients are faced with tremendous amounts of information during a very
vulnerable time, challenging the medical community to provide patients and families with
up to date, relevant, evidence-based information to make informed decisions that promote
positive health outcomes. Lack of standardized pre-operative patient educational efforts
for adult surgical oncology patients has the potential to negatively impact system
efficiency, patient outcomes, patient satisfaction and trust in their healthcare team. When
patients possess understanding of their care process, their role in recovery, and trust in the
healthcare team increases (Reiter, 2014).

The aim of the project was to assess the current structure and process of surgical
oncology patient education within one integrated health system in the northwest United
States using the Donabedian framework for healthcare quality (Donabedian, 1980). A
non-experimental descriptive exploratory survey was used for data collection.

Project findings include identification of systematic structure and processes of
surgical oncology education due in part to the complexity of the health system structure
and lack of standardization across care settings. Documentation of education provided is
varied by location and provider type with an absence of formal pre-operative or post-
operative education plan within the system. Information collected will be used for future
quality improvement projects and interventions to improve surgical oncology patient
education across the continuum one of the integrated health system.



CHAPTER ONE — INTRODUCTION

Background

In 2017, there were an estimated 1,688,780 new cancer cases diagnosed in the
United States of which 6,140 were patients living in Montana (American Cancer Society,
2018). Cancer is a source of stress and emotional disturbance related to the nature of
disease, treatments, and consequences. Patients with a cancer diagnosis and their families
face tremendous amounts of information during a very vulnerable time. This exchange of
information between patients, their families, and their medical teams is essential in
making informed decisions and dealing with challenges (McPherson, Higginson, &
Hearn, 2001). The medical community is challenged to provide patients and families with
up to date, relevant, and evidence-based information to make informed decisions that
promote positive health outcomes, while simultaneously increasing healthcare
efficiencies and decreasing costs. Lack of standardized pre-operative patient educational
efforts for adult surgical oncology patients have the potential to negatively impact system
efficiency, patient outcomes, and patient satisfaction and may result in increased health
care costs through avoidable readmissions. When patients possess a good understanding
of specific processes, their role in the recovery and the trust in the process and their
providers increases (Reiter, 2014). Initially, based on perceptions of nursing staff related
to surgical oncology patient education, it was thought that changes to the process of

surgical oncology patient education within the system were needed. After a brief analysis
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of the process, it was determined that much more information would be needed to make

successful changes, leading to the development of this project.

Significance to Nursing

Patient education is a professional practice standard of the registered nurse
formally recognized by the American Nurses Association as standard 5B Health
Teaching and Health Promotion (Nursing; Scope and standards, 2015). Though patient
education has been part of healthcare for centuries, growth and significance of this topic
are steadily increasing as the result of mandates in disease management, consumer
demand for involvement in medical decision making, and the growth in complexity of
patient-centered treatment plans. Through delivery of effective patient education, nurses
have the ability to substantially impact healthcare systems, including organizational
strategic goals for financial success, patient satisfaction, and quality health outcomes.
Effective patient education increases a patient’s ability to comply with the health care

plan and in turn leads to greater patient satisfaction (Reiter, 2014).

Local Problem/Needs Assessment

One health system, in the northwest United States, established in 1910, serves a
local population of approximately 96,000 along with residents from varying locations
across the region and state. In 2003, a cancer center was established on the campus and
began to treat patients needing radiation therapy. In 2008, surgical oncologists were

brought onboard along with the beginning of a comprehensive breast cancer treatment



program. In 2012, the cancer program earned accreditation by the American College of
Surgeons Commission on Cancer which remains in place to date. (Dolak, 2012). The
health system now includes three hospitals and more than 40 outpatient clinics. The
medical staff associated with the cancer program includes seven medical oncologists, one
medical oncology nurse practitioner, five surgical oncologists, two surgical oncology
nurse practitioners, three radiation oncologists, two radiation oncology nurse
practitioners, and a variety of ancillary staff across multiple outpatient clinics. This health
system has grown rapidly since 2012 and has substantially expanded clinical services and
added numerous outpatient clinics and specialty providers. Surgical oncology within the
health system is a specialty that focuses on the surgical treatment of a variety of tumors.
The most common surgical oncology procedures within in health system include breast
cancer, colorectal cancer, melanoma, and endocrine tumors.

Surgical intervention is an important part of care for many patients with cancer. In
some cases, it may be a definitive treatment and other times it is used to stage disease,
treat or relieve symptoms, and prevent cancer from spreading or reoccurring. Providers
within the health system of focus carefully evaluate who may benefit from surgery and
are trained in modern surgical techniques such as minimally invasive laparoscopic and
robotic techniques to lessen the impact of surgery on patients. Along with the medical
oncology team and other specialists, providers collaborate to decide if surgical treatment
is an appropriate plan of care.

Nurses throughout the surgical oncology care continuum provide patient

education and began sharing observations related to perceived lack of patient knowledge
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and understanding of surgical oncology procedures and factors negatively impacting the
quality of patient education. Depending on the clinical location, nurses believed that
patients were not getting adequate education regarding their surgical oncology procedures
pre-operatively or post-operatively. No formal standardization of surgical oncology peri-
operative education seemed to exist. Where patients entered the continuum of surgical
oncology care seemed to affect the process for receiving patient education and the timing
patient education varied. The post-operative and inpatient periods were often used despite
awareness during these periods, patients can be overwhelmed, in pain, and under the
influence of central nervous system altering medications, which may impact an ability to
retain important health information. Additionally, the existence of multiple electronic
medical records products across the system creates challenges for standardization and
effective communication. This challenge is further reflected in divergent staff perceptions
of patient education.

The perception of inpatient nursing staff is that patients are admitted for
oncological surgery with a poor understanding of what is going to happen to them during
and after their hospitalization. Outpatient nurses voiced anecdotal concern that patients
are not adequately prepared for discharge; therefore, they must call multiple times post
discharge or be seen in the office for issues that may have been prevented with proper
education. These observations and perceptions were shared multiple times and lead to the
decision to further investigate the current state of surgical oncology patient education

within the integrated healthcare system.



Pre-operative patient information is shown to have a positive correlation with
desired health outcomes including faster post-operative recovery, reduction in post-
operative complications, and a reduction in patient anxiety (Walker, 2007). Patients
should ideally receive information related to their treatment plan, surgery, hospitalization,
and discharge before they are admitted to the hospital. Information presented before
admission can be reinforced during inpatient stay, and new information received during a

time of acute stress could be lessened.

Problem Statement

Surgical oncology patients receive education that is fragmented and asystematic
due to the complexity of organizational structures present in one health system in
northwest Montana. Pre-operative education provided to surgical oncology patients is
variant in setting, delivery, and content. Patients receive education in the surgical
oncology office and at the bedside in an inpatient setting by multiple care provides that
appears to be inconsistent in delivery, format, and timing. This variation may lead to
confusion and mistrust of clinical staff by patients and their support systems. Patients
may receive large amounts of information during the peri-operative period, from a variety
of sources, but this information is not always retained by the patient due to physical and

psychological stressors leading to low retention, confusion, and poor health outcomes.
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Project Purpose

The purpose of this clinical improvement project is to assess and analyze current
organizational structures and processes of surgical oncology patient education within the

integrated health system.
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CHAPTER TWO - REVIEW OF LITERATURE

Review of Literature

The literature surrounding patient education of surgical oncology patients was
reviewed. A synthesis and summary of the literature are outlined into themes of process
and structure to inform and support this project and was further broken down into patient
education, cancer patient education, and best practices. Relevant full-text articles from
1986-2015 were found through searches in research databases such as Cumulative Index
to Nursing and Allied Health Literature (CINAHL), Medline, and PubMed along with
nursing journals, textbooks, and common internet sites such as the American Cancer
Society. Key terms used during literature search include cancer patient education, patient
education process, peri-operative patient education, surgical patient education, and cancer

care coordination.

Patient Education

Patient education has been recognized as an essential part of nursing duties since
the conception of modern nursing by Florence Nightingale. (Nightingale, 1946). It is
recognized by the American Nurses Association as a standard of practice. Standard 5B
Health Teaching and Health Promotion states “the registered nurse employs strategies to
promote health and a safe environment” (ANA Scope and Standards, 2015, p. 148).
Proper patient education has been shown to improve psychosocial and self-management

skills and disease-specific quality of life, while reducing length of hospital stay,



complications and readmission rates (Faury, Koleck, Foucaud, M’Bailara, & Quintard,
2017). Patients who have a strong understanding of a procedure are more successful in

recovery and have a higher level of trust in their healthcare team (Reiter, 2014).

Cancer Patient Education

A diagnosis of cancer may result in patients being fearful of pain, dependency on
others, side effects of treatment, an uncertain future, and even death (DeSnoo & Faithfull,
2006). Education to patients facing an oncological procedure should be provided
regarding their expected course of treatment in the immediately post-operatively as well
as anticipated ongoing treatment. Benefits of patient education include an increased sense
of self-control, realistic expectations of recovery, reduced anxiety, greater independence
and self-care, and improved compliance with prescribed orders (Spalding, Poland, &
Gregory, 2013). The literature is clear that providing appropriate education to patients
receiving cancer treatment reduces anxiety surrounding treatment, improves compliance,
and increases patient satisfaction (Harris, 1998). Despite the literature supporting
comprehensive patient education, cancer patients often report that they receive
inadequate information about their treatments. This may be related to patient recall of
medical consultation, especially in patients who are elderly or who are experiencing
anxiety, with estimates showing patients forget 40-80% of information given. (Kessels,

2003).
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Best Practices Approaches

A meta-analysis of 116 studies on information provided to cancer patients
revealed that written handouts increase knowledge when compared to verbal education
alone (Devine & Westlake, 1995). Peri-operative patient education opens opportunities to
ask questions regarding rationale for planned treatments and the means to engage in such
treatments with information necessary to enable educated decision making, and the
ability to become active participants in care. This participation and engagement improve
patient satisfaction and trust in their healthcare team (Spalding, Poland, & Gregory,
2013). Satisfaction and engagement are important metrics for healthcare organizations to
consider in an environment where emphasis on patient satisfaction has become the center
of patient care (Hamdan, 2017).

Little evidence exists in the literature related specifically to best practice for
surgical oncology patient education, but best practices for educating individuals
undergoing general surgery involves common concepts including consistency of
information, involvement of the patient’s family members or support group, and clear
explanations of what to expect and how to navigate post-operative pain management
(Reiter, 2014). Evidence related to general oncology patient education shows that patients
who are accompanied to medical appointments by a caregiver, family member, or
significant other are likely to benefit from the recall of additional information by their
companion (Jansen, Van Weert, Wijngaards-de Meij, Van Dulman, Heeren, & Bensign,

2009).
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Theoretical Underpinning

The framework for this project was based on Donabedian’s model for healthcare
quality. This model features the concepts of structure, process, and outcomes as
interdependent facets of healthcare quality. The Donabedian model of structure, process,
and outcome is a construct whereby each component is influenced by the previous,
making the components interdependent (Donabedian, 1980). As such, good outcomes are
dependent on good processes and good processes are dependent on good structure. The
Donabedian model provides an evaluation framework that supports systematic inquiry
into health services. This model guided the assessment of current structure and process of
surgical oncology patient education delivery. Without changes in structure or process of

the current system improvement in outcomes would not be possible.

* Physical and * Focus on the » Effect of health

organisational care delivered care on the
characteristics to patients status of
where health (e.g. services patients and
care occurs or treatments) populations

Figure 1: Donabedian’s Model for Healthcare Quality

The above model of Donabedian’s theory outlines the building blocks of
healthcare quality as structure, process, and outcomes. The structure of the health system
assessed in the project includes the physical locations where surgical oncology patient
education takes place, the providers of patient education, staffing ratios, electronic health

systems, and patient demographics. The process of surgical oncology education includes


http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiljfKG9IrcAhWF8YMKHWj8CYMQjRx6BAgBEAU&url=http://www.unisa.edu.au/Research/Sansom-Institute-for-Health-Research/Research/Allied-Health-Evidence/Resources/Evidence-based-Practice-Online/EBP-Online-Step-5/&psig=AOvVaw1Bi_cb9WnkF_fAKxqofV4U&ust=1530980733748958
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the actual delivery of education, time constraints; media formats, and follow up plans.
Outcomes can include how quickly patients are discharged, hospital readmission and
patient participation in plan of care. Outcomes are outside the scope of this professional

project.
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CHAPTER THREE - METHODS

Ethical Issues

Data for the project was collected using a student-designed non-experimental
descriptive exploratory interview guide to identify the structure and process of surgical
oncology patient education within the health system of focus. Key stakeholders in
surgical oncology patient education within the health system were identified, informed,
and provided consent to be interviewed using a consent form and interview tool approved
by the clinical agency and the university Institutional Review Boards (IRB).

The university IRB granted an exemption to the study due to identification of
minimal risk to subjects (Appendix A). The agency IRB chose an expedited review of the
study because subjects were employees of the organization and to avoid a perceived risk
to subjects related to employment. Edits to the consent were advised by the agency IRB
chair and legal counsel and made accordingly. (Appendix A). Data will be confidentially

stored in a locked cabinet for three years and then destroyed.

Sample and Setting

A convenience sample of fifteen key interdisciplinary stakeholders was identified
and included surgical oncology physicians, nurse practitioners, inpatient unit nurses and
charge nurses on both day and night shift, outpatient nurses, oncology navigators,
oncology social workers, and oncology dietitians. Stakeholders were identified for their

known professional relationships to surgical oncology patients within the health system.
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Initially, twenty stakeholders were asked to participate in the survey and all agreed. Five
of the stakeholders identified were not able to be interviewed due to a variety of
scheduling issues during the project data collection period. Stakeholders who were
interviewed signed an IRB approved informed consent (Appendix A) that ensured their
information would be protected, kept confidential, and would not negatively affect their
employment. No participants declined to participate after reading the project information
and consent. Participants were interviewed in the setting of their choice on the agency
campus which included the graduate student’s office, participant’s office, outdoor
courtyard, and coffee shop.

The goal of data collection was to assess how the current structure and process of
the health system affected surgical oncology patient education. The rationale for this data
collection was based on Donabedian’s model of healthcare quality which provides an

evaluation framework that supports systematic inquiry of health services.

Interview Guide

Once the purpose of this project was established, the first step of the project was
to determine what questions would need to be asked to assess the structure and process of
surgical oncology patient education. A non-experimental descriptive exploratory
interview guide was designed and used for this needs assessment project. Several
variations of questions were considered, and with input from the professional project
committee, the final version of the interview tool was finalized in November of 2017

(Appendix C). The project interview guide (Appendix B) was broken down in to five
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sections; who, what, when, where and how to facilitate the assessment of the structure
and process of surgical oncology patient education. The project was outlined and a
protocol between December and January 2018 and sent to the agency and university IRBs
for approval in February 2018. Interviews of key stakeholders were scheduled. Although
the original timeline of interviews was two weeks, due to many scheduling issues the
timeline of interviews was expanded and interviews were completed between March and
June 2018. Data analysis began as soon as the interviews began with initial findings
compiled in April of 2018 with final data analysis completed in July 2018. After
interviews were complete and demographic data was extracted, transcripts were analyzed,
responses were categorized, responses were broken down into categories based on survey

tool, and additional content themes were drawn.
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CHAPTER FOUR - OUTCOMES/RESULTS

Outcomes/Results

The intended outcome of this professional project was to assess the current
structure and process of surgical oncology patient education across the health system and
determine its potential to meet the needs of patients and care providers. The guided
interviews unexpectedly led to professional relationship building with key members of
the surgical oncology team. Many subjects were very open to the idea of process
improvement and shared excitement in potential improvements related to this project.

Data from the project interview guide (Appendix B) was broken down into five
sections; who, what, when, where and how was analyzed within each of the five sections

of the interview tool.

Who — Patient Educators

Subjects for interviews included key stakeholders (care providers) who provided
surgical oncology patient education within the system including physicians, nurse
practitioners, oncology navigators, inpatient and outpatient nurses, oncology social
workers, case managers, and oncology dieticians. All subjects were professionally
licensed within their discipline. Specific training to their role varied from residency
training to on the job training. Most subjects, when asked of their education preparation,
responded that they received on the job training, some with a preceptor, or of their one of

a kind positions within the health system. One subject stated, “I have just had to figure it
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out as | went along. Surgical oncology was new [to the system], and our team has come a
tremendous way in our learning.” Eleven subjects interviewed report to have provided
education to other professionals in a variety of formats including speaking at national
conference presentations, research, published literature, precepting, providing
competency-based classes for the staff within the system and teaching in schools of
medicine or nursing. Figure 2 below illustrates stakeholder years of experience by

discipline.

4.5

3.5
ORN

s B Provider( MD/NP)

1.5 OOther( LCSW, RD)

0.5 OTotal

0-3 yearsin 4-7 yearsin 8-11yearsin 12+ years in

profi profi pr profi

Figure 2. Subject Discipline and Years in Profession

What — Patient Education Content and Validity

Providers, inpatient and outpatient nurses, and oncology navigators all reported
providing both pre-operative and post-operative education. What type of education
provided during each interaction was dependent upon where the care provider and the
patient met along the health care journey and the patient’s-specific needs. All inpatient

nurses interviewed reported at times they were unable to provide pre-operative education
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due to a variety of situations, which was also true for other ancillary staff such as
dietitians, social workers, and case managers. Four subjects specifically reported they
wished they were able to meet with patients earlier in their surgical oncology journey.
Types of surgical oncology patient education provided varied by discipline and included
surgical site care, drain care, tube feeding education, other nutrition and diet education,
activity, emotional support, and community resources for navigating cancer diagnosis and
care. Five subjects mentioned that earlier introduction to community resources including
home health services, and financial and emotional support services would benefit
patients. Due to the size and nature of the health system, all subjects interacted with a
variety of surgical oncology patients regardless of specialization. One exception to this
was the oncology navigators who use loose guidelines to distribute patient assignments
based on cancer location and type.

All subjects provided verbal education and some sort of written education to
patients. No subjects reported using specific electronic education, but both nurses and
navigators reported they use a list of websites related to specific diagnoses, procedures,
or resources, dependent on patient needs, e.g., American Cancer Society, MD Anderson
Cancer Center, John’s Hopkins, National Cancer Institute, Mayo Clinic,
pancraticcanceraction.org, and the Cleveland Clinic. Additional education recommended
to patients can include device or brand specific and videos related to ostomy care. The
source of educational material was also inconsistent among care providers and locations.
Answers to the question Where do you get patient education material? included “I use

material I’ve adapted from previous jobs,” “I have a list of trusted websites I use for
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patient education material,” “I primarily use Exit Care,” “l have developed material
throughout my career,” and “I use whatever is in the drawer.” Validation of material
provided also varied. Responses to the question; How do you validate the education
material you use? included “I have adapted it, so [ know it’s valid.” “I use trusted sites
such as John Hopkin’s and Mayo.” “I trust that [the system] has chosen a valid tool to
provide education.” “The American Cancer Society and Cancer Care are well known

sites,” and “I don’t validate material.”

When — Timing of Patient Education

Patient education is provided by care providers throughout the continuum of care.
All patients get some sort of education pre-operatively, post-operatively, or during follow
up. Providers and navigators appear to have the most interactions with patients
throughout the continuum of care. Not all patients have an oncology navigator, but for
those that do, the navigator often functions as a liaison between the patient and other
members of the care team to provide information and education. Outpatient nurses
deliver education in the surgical oncology office during pre- and post-operative visits and
often via numerous phone interactions. Inpatient nurses deliver pre- and post-operative
education only during hospitalization. The amount of education delivered by inpatient
nurses is dependent on patients’ length of stay and may vary from once to multiple times
during the course of several days, weeks, or even longer. If patients are readmitted to the
inpatient setting, nurses may have additional opportunities to educate or re-educate. Case

managers also only provide education during hospitalization and specifically related to
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discharge planning. Dieticians and social workers provide education throughout
continuum of care dependent on when they are consulted. Dieticians report that education
could be improved by more frequent pre-operative consults to provide education to
patients on how to enhance nutrition pre-operatively and hopefully decrease poor post-
operative nutrition outcomes.

The amount of time spent providing patient education is also quite variable among
care providers and dependent on the complexity of patient treatment and needs. None of
the subjects were able to give a set amount of time per patient, procedure, or visit. One
navigator reported having spent “upwards of one hundred hours” providing education and
information to some patients and their families over the course of a “year or more,” while
others only “require a few hours.” The perception of amount of time providing education
during a pre-operative visit, and inpatient education sessions varied widely among

subjects. Some responses included “I spend at least 15-20 minutes each day, providing

99 ¢¢ 29 ¢¢

education to each patient,” “pre-op visits last one hour,” “patients get about 15 minutes of
education, pre-op,” and “it takes at least 30 solid minutes at time of discharge to
summarize what the patient has been taught throughout their stay and answer questions;
sometimes more than that.” Variation in time providing education was related to the
individual providing education, context, teaching method, and individual patient learning
needs. One respondent shared that education was intended to be kept short because “too
much information scares patients.” and “patients who have recently received a diagnosis

of cancer are not emotionally prepared to deal with hearing about potentially scary

complications.” Another respondent stated that psychosocial aspects of care, health
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literacy, and complexity of procedure were reported to be the biggest determinant of time
requirements by one participant.

To the question “Do you deliver education in one visit or separate visits?”
answers varied by provider type and setting. Education was provided at all visits where
subjects and care providers met face-to-face and many care providers also provided
information and follow up over phone, text, or email. All subjects interviewed reported
they reinforced education given if the opportunity. Some care providers only reinforced
education they had given themselves while some reported they reinforced education

given by other care providers or disciplines.

Where — Patient Education Setting

Surgical oncology patient education is provided in person in both inpatient and
outpatient settings. All care providers interviewed provided education in both locations,
except for staff nurses who only provided education in their specific clinical location,
either inpatient or outpatient. All care providers provided verbal face to face education.
Of those, 85% of care providers additionally provided printed education to patients, 46%
delivered ongoing education and reinforcement via email or text, and 6% used an

alternate media form such as videos for education.
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How - Patient Education Documentation and Follow Up

How patient education was documented varied among care provider and location.
The health system uses the Meditech 6.15 electronic health record (EHR), but the
inpatient and outpatient Meditech are not the same program and the information cannot
be seen in the same format. The outpatient setting additionally uses E-Clinical Works
(ECW) EHR for clinical documentation, which is not accessible by those who only work
in the inpatient setting. Forty percent of subjects did not document any patient education
within any electronic health system. For those who do document in the medical record,
what they document varied.

All study subjects reported that surgical oncology informed consent procedures
were provided by surgical oncology physicians, which routinely occurred in the
outpatient setting during a pre-operative visit. Inpatient nurses reported that they
occasionally witnessed surgical consent when patients were informed and consented in
the hospital. No other discipline besides nursing or providers reported to play a role in
consenting patients for surgical oncology procedures.

Assessment of the adequacy of patient education varied among all respondents.
Subjects reported using teach back and asking clarifying questions to determine
comprehension, but no tools for assessment of knowledge were used by any discipline in
any location. Responses to the questions, How do you reassess for continued educational
need? When is this done? included “I don’t really,” “during every interaction,” and “I
know if they call me for questions.” Nurses generally responded that they reassessed

educational needs during each interaction and follow up education was done based on
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patient or family questions. No respondent had a formalized structure or timeline for
assessing the adequacy of patient comprehension or learning.

To the question How do patients follow up if they have questions after education
is delivered? Who do they contact? How is this communicated? all interview subjects
reported that patients were instructed to call their provider office with questions or
concerns when not an inpatient. Contact information for provider office was given at each
outpatient visit, and at hospital discharge. Some providers also responded that patients
were given their cell phone numbers to call after business hours. Oncology navigators
also gave patients a cell phone number to call “anytime.” Navigators reported that they
could often answer patient questions but also worked as a liaison between providers,
social workers, nurses, dieticians, other members of the healthcare team and patients to
make sure needs were met. During hospitalization, nurses were available to answer

patient questions anytime, day or night.

Case Study Responses

The final question of the guided interview was a case study question to identify
consistency of subject perception regarding the process of surgical oncology patient
education. .

54-year-old male with 3-month history of nausea, vomiting, weight loss,

abdominal pain and jaundice who has received a diagnosis of pancreatic cancer

following work up from primary care provider after presentation with increased

abdominal pain and jaundice.
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Subjects seemed to have similar ideas across disciplines that the patient would
receive initial education in the outpatient surgical oncology office, if not initially
hospitalized. Some subjects went into greater detail stating that the patient may or may
not receive chemotherapy or radiation prior to surgical intervention and, if deemed
appropriate, the patient would receive education related to those specific interventions.
Following pre-operative education in the outpatient setting by providers and nurses,
education is continued in the inpatient setting by inpatient nursing staff and providers.
Thirty-three percent of respondents stated this case study patient would likely benefit
from care navigation services. Each discipline responding focused on how their specific
role would assist a patient in this situation and that early education and intervention were

best for successful outcomes.

Themes

Several common themes emerged from the analysis of data. These themes
included a focus on the use of electronic health records, the overall nature of the health

system, and the need for early intervention.

Electronic Health Record

Almost every subject discussed frustration with multiple EMR systems across the
health system. The electronic health records used across the system that intersects with
surgical oncology patient documentation include Meditech 6.15 in the inpatient setting,

Meditech Web Ambulatory in some outpatient settings, ECW in multiple outpatient
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settings across the system, Intellidose and Aria. Forty-six percent of respondents were
unable to view patient records in more than one system and 46% did not document any

education given in the EMR.

System Connectedness

Although all part of the same health system, many of the subjects did not feel like
the separate physical locations or departments were connected. No specific questions
were asked during the interview related to system connectedness, but the theme was
strong among subject responses. “We are siloed, inpatient, outpatient, medical oncology,
radiation oncology, surgical oncology, no one knows what is going on across the campus
and we don’t do a wonderful job communicating.” “Breaking down silos” and
“systemness’” are common terms used by agency leadership across the rapidly growing
system and were specifically echoed by seven subjects. Answers to the interview
questions, What formats do you use to deliver education? and Where do you get your
education material? illustrate the lack of continuity across both the physical locations in
which care is provided and among individuals providing education. Three separate
inpatient nurses and two oncology navigators highlighted significant differences in the
source of information given to patients, with some inpatient nurses using Exit Care, a
patient education library, housed within the Meditech 6.15 system.

Although all subjects reported they reinforced information already given, some
only reinforced their own previously provided information while others reinforced

education provided by others. Without being able to see what education had been given
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to patients, care providers were left to guess on what education needed to be given and or

reinforced.

Early Intervention

Oncology navigators, social workers, and dieticians all spoke to their desire to
meet with patients sooner in their care journey to provide education and support. No
standardization or automatic referral system is in place for these services. Referral is most
often done by a provider after the patient has been dealing with ongoing asks for help
with lodging, payment of treatment, has excessive weight loss, or begins to miss
appointments. These important team members believe if they could help meet needs
sooner and develop relationships, many patients would be more satisfied and successful
in their treatment plan. During the interviews, many of the participants shared they

believed there was opportunity to improve current process and improve outcomes.
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CHAPTER FIVE — DISCUSSION

Discussion

The benefit of this qualitative assessment was the systematic collection of
information related to surgical oncology patient education. The professional project
provided improved understanding of the structure and process of surgical oncology
patient education within a complex health system, the role of each individual stakeholder,
and identification of system issues and opportunities for continued process improvement.

Weaknesses of the project included coordination of interviews, analysis of
qualitative data, and application of information. After themes began to emerge in the
data, it was becoming apparent that additional or edited questions may have yielded
additional information. Although rich data was collected from participants, additional
insight may have been elicited by including medical assistants, certified nursing
assistants, or physical therapists directly involved in surgical oncology patient care or
other professionals who interact with surgical oncology patients such as medical
oncologists, chemotherapy navigators, and chemotherapy infusion staff. Additional
questions that may have been beneficial to the project related to the multiple EHR
systems, how and when patients were connected with an oncology navigator, steps
surrounding consultation for dieticians or social workers, and perceived surgical
oncology education issues from each key stakeholder. Additional key stakeholders
including medical oncology coordinators and primary care patient navigators may have

also illuminated further opportunity for improvement.
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Oncology navigators stated they were occasionally present during the pre-op
office visit when patients were consented for surgery and one added a desire to be present
during the consenting procedure to facilitate better communication and allow the
navigators to assess if the patient needed additional resources or education before

surgery.

Strengths

One strength identified during this project was a realization that despite the fact
that inpatient and outpatient nursing held perceptions that patients are not receiving
adequate education, assessment findings reveled in fact, patients are receiving appropriate
education throughout their healthcare journey. Retention of information provided,
however, was not being assessed and documentation of education given was not
standardized. One significant comment summed up the root cause of the patient’s
inability to retain important health information. “We have to meet basic needs of patients
before they can even begin to comprehend what is going to happen to them or what did
happen to them.” This subject went on to discuss how patients who have recently
received a diagnosis of cancer are often struggling with issues such as finances, where to
live during treatment, and coordinating affairs in anticipation of potential loss of life or
inability to care for themselves or their families. Some of these patients may have lower
general and/or health literacy and may have had pre-existing health or social economic
issues that are dramatically compounded by a diagnosis of cancer and pending surgical

intervention. Until basic physiological human needs are met patients will not be able to
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actively participate in learning and understanding. Maslow’s Hierarchy of Needs Theory
outlines layers of needs supporting a person’s desire to fulfill their individual potential.
To meet this potential, basic physiologic needs are prioritized and fulfilled in order to
achieve higher needs. Once basic needs such as sufficient food and shelter are met, needs
in the second layer, safety issues such as financial safety and health care protection,
become relevant (Maslow, 1943). The third layer of need includes feelings of belonging,
such as the need to be part of a family, community, or group. The fourth layer includes
needs related to self-esteem, self-worth, and status. If all these lower-level needs are
partially or fully satisfied, people will then strive for self-actualization. Self-actualization
is defined as a desire for personal self-fulfillment, which may include job success,
creativity or other personal goal attainment (Van Lenthe, Jansen, & Kamphius, 2015).

Patient education may fall under the second layer of Maslow’s Hierarchy, safety,
but for those existing in low literacy, understanding and retaining education may be
difficult to achieve compared to more basic needs. Early intervention by oncology
navigators or oncology social workers may assist patients to move through the hierarchy
of needs and assist in the receipt and retention of health education. Additionally,
providing nutrition education earlier may help improve outcomes by helping meet one of
the most basic need of food. The structure and locations which care is provided may pose
difficulties in getting patients coordinated with the right care team members to patients at

the right time. Standardizing this process may be beneficial.
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Comparing Outcomes to Literature

Patients who feel poorly informed tend to be dissatisfied with their care and
experience reduced psychological wellbeing (Spalding, Poland, & Gregory, 2013). The
current process for surgical oncology patient education at the agency does not have a
standard way to assess patients’ understanding of information given or emotional
preparation of patients prior to a surgical oncology intervention. A standardized discharge
assessment of patient education comprehension does not exist. A meta-analysis of 116
studies on information for patients with cancer (Devine & Westlake, 1995), and a review
of randomized controlled trials with patients with cancer (McPherson, Higginson, &
Hearn, 2001), demonstrated the use of written handouts increases patients’ knowledge
compared to verbal information alone, yet most of the surgical oncology patient
education given throughout the system is done through verbal communication. Pre-
operative education provides patients with rationale and the means to engage for planned
treatments. The necessary information to enable decision making, self-determination and
a sense of control of their recovery are vital outcomes associated with patient education.
This knowledge and self-engagement support patients in taking an active role in recovery
as opposed to a passive receiver of care and improves overall satisfaction and trust of
healthcare team (Spalding et al., 2013). Patient satisfaction and reduction of readmission

and improved health outcomes are important metrics for healthcare organizations and
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reduce overall healthcare costs. These metrics should guide care and place importance on
making sure patient educational needs are met.
If 40-80% of medical information presented by healthcare providers is forgotten
(Kessels, 2003), reinforcement of information is very important. Not all care providers
interviewed reported they had an opportunity to assess the need for reinforcement and

others only reinforced information given by others.

Differences Between Observed and Expected Project Qutcomes

Initial phases of this project were based on anecdotal perceptions of inpatient
nurses that patients were not adequately prepared for their surgical oncology procedure
and post-operative recovery. It was not until the project began that it was also discovered
that outpatient nurses had the opposite perception that patients and families were not
adequately educated on issues following discharge such as incision and wound care,
home drain care, and when to call their surgeon. The mutual frustration with what was
perceived to under-educated patients by both inpatient and outpatient nurses and the fact
that both nursing areas felt as though they were providing patients with adequate
education in their respective care area was enlightening. Although most subject responses
and themes such as the EHR, and lack of standardization or “systemness” were as
expected, some interviews drew unanticipated statements. The association of Maslow’s
Hierarchy of needs and patient’s ability to understand information was not expected and
brought tremendous insight surrounding the perceptions of nursing staff. Another

unexpected comment was by a provider who reported to often chose not to go into detail
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regarding issues surrounding recovery because “it scares patients too much, and
emotional patients have a harder time.” Additionally, the theme of earlier intervention of

ancillary services such as nutrition, social work, and care navigation was unexpected.

Review of Financial Cost

This project incurred no cost except that of time of the study participants and
student. Future project activities as a result of assessment findings have the potential to
incur costs related to resources, educational material, and time and effort for involved

individuals and departments.

Suggestions to Help Improve Future Projects

Future projects in other systems to assess how structure and process affect
surgical oncology education may benefit from additional data collection to allow for

improvement of study questions to enhance the depth of collected data.

Limitations

This project was limited by subject participation and the focus on one health
system, leading to a lack of generalizability of findings. Due to time, scheduling
conflicts and personal and professional responsibilities, several key stakeholders of the
surgical oncology team were not interviewed, additional subjects would have further

enriched data.
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Because of the complexity of the health system and the rural nature of its settings,
many of the key players take care of a variety of patient populations including those not
associated with surgical oncology. Because of this diversity, certain care providers
including nurses, dietitians, and social workers may only rarely see patients with certain
diagnosis or procedure. This requires care providers to be knowledgeable in a wide
variety of conditions with little repetition and increases the potential of important
information being forgotten. Certain educational formats used from proprietary
companies may pose bias.

The health system has been slow to adapt to the idea of “systemness” and to
standardize practices across clinical settings.

This project met its intended aim and was able to assess current structure and
process of surgical oncology education across the health system. Although additional
questions or study participants may have resulted in additional questions being asked of
study participants to further explore current practice, ample data was collected to confirm
that the lack of standardization and “systemness” of surgical oncology education provides

future opportunities for improvement in structure and process.

Suggestions for Future Studies or Performance Improvement Projects

1. Suggestions for future work in the area would include the use of additional
qualitative data collection from other key stakeholders including patients and
further investigation into current practice standards related to patient

education.
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A quality improvement project to establish standards for referral to oncology
navigators, oncology social workers and oncology dieticians for all surgical
oncology patients could also yield potential benefit to outcomes. This project
could include post-surgical outcome data to measure if referral to these
services could yield improvement in surgical outcomes, patient satisfaction
and financial outcomes.
Development of an assessment tool to assess patients understanding of
teaching.
Joint educational opportunities, such as seminars, web conferences or articles
for inpatient nurses, outpatient nurses, nurse navigators, and nurse case
managers to, help standardize education delivered to patients.
Exploration of alternate avenues to provide education such as videos.
Development of a task force to standardize content, delivery cross throughout
the system and strengthen the structure, standardize process and improve
outcomes.
Promotion of myHealth patient portal for patients to access educational
materials provided during office visits, and hospital discharge. The myHealth
application is part of the Meditech patient portal and can be accessed by
patients to view discharge instructions, lab values, and reports. There is
ongoing work within the health system by the patient advisory committee and
HIT departments to increase the use of the myHealth application by patients.

Increased use of this application would help standardize format and allow
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patients an opportunity to actively participate in finding answers to questions,

that had already been provided.
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CHAPTER SIX — CONCLUSION

Conclusion

Patent education is essential to support good health outcomes, recovery from
surgery and improves satisfaction wellbeing. To achieve these outcomes surgical
oncology patient education must be delivered in a way that meets the patient’s needs, is
measurable and repeatable.

The Clinical Nurse Leader (CNL) is a master’s educated nurse who practices
across care settings and assumes accountability for patient-centered outcomes through the
assimilation and application of evidence-based information to design, implement and
evaluate patient care processes and models of delivery. This project was completed to
fulfill requirements of a CNL program and to meet clinical expectations of the CNL role
including risk anticipation for individual cohorts of patients, collection, interpretation,
and evaluation of data within a microsystem, leadership and collaboration with other
health professionals, stewardship of human, environmental and material resources, and
advocacy for patients (American Association of Colleges of Nursing, 2013). CNLs are
prepared to address disparities in care and address barriers to quality health outcomes
through analysis of information and application of science and theory. Findings from this
project show many opportunities to improve the delivery of education to surgical
oncology patients within one health system including improved communication and

collaboration across the continuum of care to address patient-specific education needs
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and information sharing such as optimization of technology, early intervention by
ancillary care providers and standardization of processes and education media.
An assessment of structure and process of surgical oncology patient education provided a
context for exploration of interventions to improve outcomes for surgical oncology
patients. One unintended outcome of the project was improved collaboration and
professional relationship building amongst care providers within the microsystem. Patient
care leaders within the microsystem, including the graduate student, agreed that further
work was needed to improve processes that support successful patient outcomes and at
the time this paper was finalized, ongoing work related to process improvement and
designing interventions to meet specific patient needs within the health system was

underway.
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SUBJECT CONSENT FORM FOR PARTICIPATION IN HUMAN RESEARCH

Study Title: Assessment of Organizational Structure and Process on Surgical Oncology
Patient Education.

What is this about? You are being asked to participate in a clinical improvement project to
assess how current structure and process effect surgical oncology patient education within the
Kalispell Regional Healthcare (KRH) system.

Who is doing this, and why? I am Cody Bartholomew, a graduate student at Montana State
University and RN Clinical Manager of the Med/Surg Oncology unit at KRH. I have seen a
variety of surgical oncology patients with varying understanding of their surgical procedures,
post-operative course and recovery expectations. For my graduate school project at the Montana
State University, | have decided to assess (through a survey) how our current structure and
process for patient education across our complex health system effects the education of surgical
oncology patients.

Why were you chosen? You were chosen to participate in this clinical improvement project
because you are directly involved in the care of surgical oncology patients within the KRH
health system.

Do you have to do this? Your participation in this survey is voluntary. You may refuse to take
part in the research or exit the survey at any time without penalty. You are free to decline to
answer any particular question you do not wish to answer for any reason. Being a part or not
being a part of the project will not affect your employment in anyway.

What to expect? You will be asked to answer questions regarding the current structure and
process of surgical oncology patient education. Please answer all questions honestly.

Are there risks? The possible risks or discomforts of the study are minimal. You may feel a
little uncomfortable answering survey questions. There is a small risk of loss of confidentiality.
We will do our best to keep your information confidential. To help protect your confidentiality,
the survey will not include personal information such as name, employee number, social security
number, etc. Your answers to the survey will kept in a locked file and then destroyed within 3
years. Only the principal investigator will have access to the survey information, it will not be
shared anyone else.

Are there any costs to me for participating in this study? Other than your time, there are no
costs to you for participating in this study.

Are there benefits? You will receive no direct benefits from participating in this research study.
However, if you choose to participate in this project you will assist in the assessment of current
practice with current best practices regarding patient education.

If you agree to be a part of this study, please fill out the consent form on the next page.
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Study Interview Guide

Job Title ie: MD, NP RN, LCSW
Who:
1. Do you provide education to surgical oncology patients?
2. What s your level of education?
3. What specific training have you had related to surgical oncology?
4. Do you provide education to any professionals regarding surgical oncology?
5. How long have you been in your role?

What:

1. What type of education do you give, l.e. pre-operative, post-operative, nutrition, meds, diet,
discharge instructions, community resources etc.?
2. What types of surgical oncology patients do you educate? Specific diagnosis?
What formats do you use to deliver education, l.e. verbal, written, electronic, etc.?
4. Where do you get patient education material?
a. How do you validate the material you use?

w

When:
1. When do you provide education to patients?
2. How much time do you spend providing education?
3. Do you deliver education in one visit or in separate visits?
4. Do you provide reinforcement of education already given?

Where:

1. In what setting(s) to you provide surgical oncology patient education?
Do you provide education face to face, over the phone, through electronic communication?
3. Do you document in a medical record that education was given? Where do you document?

How:

1. How are patients consented for surgical oncology procedures?

2. How do you assess if a patient has received adequate education related to a surgical oncology
procedure?

3. How do you reassess for continued educational need? When is this done?

4. How do patients follow up if they have questions after education is delivered? Who do they
contact? How is this communicated?
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How do patients follow up if they have questions after education is delivered? Who do they
contact? How is this communicated?

Do you have a sense of how many surgical oncology patients are readmitted for failure to
recognize symptoms that needed medical attention?

In the following scenario list the places along the continuum of care where a patient receives
education? Who provides this education?

54 year old male with 3 month history of nausea, vomiting, weight loss and abdominal pain, who
receives diagnosis of pancreatic cancer after work up from primary care provider following
presentation for ongoing abdominal pain and new onset jaundice.
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Date: 21118 Vs

I Investigators and Associates (st all investigators involved; application will be filed under name of first
person listed)

NAME: Cody Bartholomew TITLE: RN
DEPT: Mursing PHOMNE #: 406-261-1650

COMPLETE ADDRESS: Montana State University College of Mursing, Kalispel Campug 210 Sunny View Lane Suite 5,
Kalispell MT 58901.

E-MAIL ADDRESS: cody, bartholomew 1 Gstudent. montatng, et
CATE TRAINING COMPLETED: 31168/M16 [Required fraiming: CiTI Training; see wabsie for fink]

SIGNATURE (Pl or ADVISOR):

\uwored Wlioe Kagh bup 0w, VER, Be

NAME: Susan Raph, DNP, RN, NEA, BC TITLE: Assoclate Clinical Professor and Interirn Associabe Dean
for Graduata Programs
DEPT: Caollege of Mursing PHOME &; 406-771-4441

COMPLETE ADDRESS: 400 15" Ave South, Suite 108 Great Falls, MT 59405
E-MAIL ADDRESS: sraph@mantanan edu :
DATE TRAINING COMPLETED: _D3/0815 [Required trainfng: CITI Training: see website for fink]

{repeat for additioral investigators if needed; or delete extra if nat necessary)

Do you as Pl, any lamily member oF any of the imvolved resaarchers ar thesr family membears have consulling agreemands, managament
rasponsibiities or substantlal equity (greater than $10,000 in vakee or greales than 5% total equily) in the sponsar, subcantracior or in
the technodogy, or sarve on the Beard of the Sponsor? YES _x WO

If you answared Ys, you will need to contact Kelie Petarson, Assistant Legal Counsel-JD at 408-964-3480.

. Tle of Propogal:  Assessment of Organizational Structure and Process on Surgical Oncology Patient
Education.

_ob a5 exempT

. Beginning Date for Use of Human Subjects: upon approval | i i
= Tederviends a oo g fcal

. gz::‘cﬁg;:wm Progect {if applicable) nia i.':-i:‘:"-*l*&r' i‘\ﬂ!::'w{mf'_ 5
?:m:;tsm _ L/ 5de _ y {.
?&?ﬁﬁ;@mempmmw ~ j"*. ;—_:1.0{ :"-"1?{;1 bﬁ- J".C?.% et
Other (Specify) ~ N& Conckrns

M
W. Mamea of Funding Agency to which Proposal is Baing Submitted (if applicable): nfa ‘Jﬂ“:? ﬁ‘;?'
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VIl Checkiisl to b comphited by Inseeigaiona)

B

Wil By grouin, agency, of crgenizalion be irealved®  Yes o Mo
(F s, pleass oonfim thal appropriahs permissiong Nissss oo Oblsdrad | Rl pall Rag onel Haslth: i |RE
dip oy il ate bl

Wl et ialn with polaniel radisfion dek be uesd (80 craye redoisbopes|?  Yes or Nonia

1. Status of arrusal rewew by MEL Radation Scurces Commitiee (RS5),  Fanding or Approved
(¥ npproeeed, atiach one oopy of opproedl raboe.] i

2. Tithe of applicaiion subrnilied 1o M3 REC (¥ difleran).

. W§il hurran blood be obized in your poposal?  Yes o Mo
fallcamng)

(17 pica, s pesvimd ha

1, Wil Blood ba drgam?  Yea or NHo
[y, e iy BPed Ea2d @il Dedoiar o 1Tl il il o Laali Bl 1 i Dolcednd
‘Whal procsdun wil be uikzed?)

2. Wl The Blasd B lesiad for HIVY  Yea or Nonla
3 Wt cispcation will e mace of unussd blood?

4, Has the M5U Cooupational Health Oficer boen contacked?  Yes or Mo

Will ror-inqeecsligational druge or offes subalances B used for purposes of the messrch? Yes or Mo

E. Wil any ireshigational mew drug or cther investigational subsiancs be used? Yes or Mo

Wil an irvestigational devios 2 used? Yes or No

{H yae, provide nams, S0 SRS oF pEpose, how used, and sahes wih e U5 Food and Drug
Admin Eration FOWLL IRl & SEnsmeiml a5 1o sfalhar of nob 0avics poods @ S ignifican ek Afach anp
fibirain| misiial )

Wl academic records be ussd™ Yes o No

H. Wl this research irwolve the use of

Medical, psychiatnc and'or psyohological reconds Yes or Mo
Healh insrancsd records  Yes o Ho
Ay gihar reconds containing information regarding personal health and ilnegss  Yea of No

Hyeu answeend Yo" o ary of e lamd wnder "H", wou musl complete e HIPAGA worksheel
Wil audic-vizual or mpe recordings or photographs be made? Yes or Mo
WAl writtan corsant form(s) be used? (Yes or Mo I no, axplain) (Plkase uie sccepind format from

o wibiile, B uns 16 indcats el partcpation @ veluntary. Provics & sland-alors capy; do naol
include the fom here
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Kalispell Regional
A s .

February 01, 2018

Cody Banhodemew, BN, CDE
310 Bgnmeview Lang
Kalispell, WMT 255901

Study Tither Arseerment of O irakonal Steacrne aad Procedd on Sargioal Drcology Patient
Edveaiin

THE Protoeg] Nusdswr: 23] B-H1]
[ear fdrs. Bartheliomew,

Thiws liger ix 10 officially notify you tet after an expedied review tha Kalispell Beginnal
Feledical Cenier [KRMC) Instinniosal Review Boand [IRE} have determined that this shedy
mawts erileria AW 45 CFR 6.1 10 of minimal risk io paricipanis and has given its appeoval for
the slsove pefenerced avedy, The expirtion dale for B spprival is Febnsey 1, 2019, The
approved documents are:

+  Syhject Consem Form For Paticipetion in Hemen Besearch

¢ Spady Proacool

s Snady Ireerlew Guide

Al protocol medifieatens and'or deviations st be IRB spproved prior i implesentation.

IF vou wish far the fudy 10 be se-spproved asnually | plese comphete the contimsing review
form on IR EManagor, summarizing your use of the proiccol during the vear no laer than 50
dkaya prese i poer exporalion dale; atherwise please submil g Sialy Clesure Tomm peior o e
axpirmien die, [ dhore are any serious pdverss svenis or owcomes redaied io this siudy, ploase
wuelify the TRE i sty

Wi lioke Formand by wirrking with you and weuld like viu b presen) your findings be the Heanl
wpon conchusion. If there ere any further guestions, plense Tee| free W coneact me at (416} 753-
495

Encemly,

C:%(?Jm_

JuifTrey Exhiomem, ML
TRB Mamber
(40 TRE-10G

Immmhﬂmhrm:m“h Flens: mitr reverses; ermere @ reepdy segh. thay fndes) rrpulesen
F e e rmumppesry fa preore s e pubae i g o Deneemymy Fevern e, slossy somen e TEH of R o sty
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EORPRIRE

Adsessment of Drganieational Bsructere smd Process on Surgical Oncology Patiest Bducstion
Cinly Bartholomew RN, CDE
PelEM Clinical Leader Stadent

Woetmna Stpie Lindwarsity College of Mursing

Project Bummary

Tha: piarpesar ol thi= clinical improvement projet is 1o assess and anahyze dhe
organiztiongd serictere and processes on surgical oncology patien) education

Education is an exsemial pan of nursing cane delivery and enables patients to be active
perticipanis in thedr ploss of cire, To isprove hailth, somiort md Bfio of surgical oncology
patients, education must be coordinsted and comprehensive. Assemmen! of B curment strucihurs
ard process for surgical oncology educmtbon will Bentlfy where oppomesities for improvemenl
can be made, witimately leading 10 improsved quality of care and patiem omosines, Carently
surgical onoology patients reozive education that is fmpmenied and asyaissalic da: the
somplexity of organizrtional structures within the KRH sysiem.

Crenlitative infirmation related o structure med process will be collected by o golded
imesview lial, Subjects will melude KEH employees direcily imvolved in the edecaiion of
surglcal oncelegy patients ingluding physicians, mid-Jevel providers, inpatiend and owipaiien:
mursing siedf, case managemest, socisl work, clinical coordmators, patient savigators and
medical essistenrs. 200 subjects will be igneriewed ever e ¢ourse of bwo weekes,

" _[:iu.miunmlhurd will be mesessed based om Besi practice Beribre repamling poliens
Uiiriion.
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Tidlez Assesament of Orginiztional Structune and Process on Surgical Oncology Patient
Educaiion.

Thage: Jaranry 1, 2018

Iaveitigatar: Cody Bartbolomew A, COE. Montara Siaie University Collage of Mersng , Kalispell
Campus 210 Senny ¥iew Lane Sweitn & Kalispe || 67T 59901 &0 281 1850

Crveraghtt by Sesan J. Wallace Raph, NP, BN, MEA-BIC Campus Director & Associaie Clnical
[Professor Montma Siaie Universicy College of Nursing Great Falls Camspes. 400 15* Ave Seuth Suise
1 065, Gired Falls MT, 39805, 3057713441,

Hesearch Sioe: Kallspel Reghonal Healhesare 300 Sunny Wiew Lan:, Ealpell MT 50453

Squdly ol The goal of this clinleal improvement projeel b W esess and amlyee e crganizational
siriciiEe il procskies on Fargical tacalogy paticnt alecation,

Sandy Deshpsn Quamtiaiive information Tor @ sses et of careem sirsciine and peoceis will be gathered
by eoidisting guslid mlirvicss of Kaligpell elinical sl who ane divectly mvelbved in sducation of
gkl oreology pabmmis

+  Inchuslon criterin Tor sewdy: <lisical stafT, 1B years or clder, employed by KRH system dinactly

invilvied in education of surgical encology patsents, Exclusion criteria

& Exélusin eriberia fr sludy- liss Ban 18 pears 0ld, nod employed by EEH, or not immbred

nrgical cneology patient education.

o Fapectod durstion of shudy: lisrvess will b consducted over $e coprss of hep wosks.
Micihodalogy: Themlilitive data cellection usmg guided imderview fonl, Subpects will be intersleswd @
lszation of their choace on the KEH carmpus. Informagion will be collecied by Pl on inbervicew tood,
Sufrry Coagideratinns: Thas shafy has minimal nsk o homan subjects. Mo pames will b collecisd
durmg imeryiew. Dain will be secured by Pl and will remsin aggrogen:. Peroeived rish of subjects mury
inzhade fear of sleing personal o profsimal isformation, miribulion o partic ipston or arosers
peoreided,

Fullew up: Firmal asaswmesl information will be svwilshle io phudy partcipanz if mquasied via invistion
1o fingl peojos defomse.

Bada Masapemeni and Simisdical Ansbyais; Diada will be secored in locked Sacility by PLL Aaskysis of
qualitative dars will be based on Cofrgarton iin b practae slindad fom Bl

Chunlity Assuranee: Dura wil be collecned end enalyesd by Pl Tollowiag the thesnesoal Sremewoek of
Dionabedion s sructene, process, outcems: quality of cane medel,
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3
AOSPLOPE

Expes il (teomses of Study; Thia qeabisizee sady i miendia to gritar mformaiion melaied io how
cumend orpasirsional sirecturg and process effect educaton of sgkoal oneclogy paticmis. This
keouledge will b used for poteanial qualiny improsvenien] inlatives o palicnl educalion and sergicsl
ircelngy palient culcomes,

Deiratian of Preject: Cuided irervizws will be completed over approimenzly twn week bmae frame,
Preflems Anticipatend:

L. Sk iirmeeline for imiery ey com phetion. Salaion wonkd Be m @enek: reeriiinel e o up
151 4 wecke thin would kead o mshility io complete deta aralysiz and presentaiion in Apnil,
3, Ureesiful recrsitmant of varieiy of parilcipemis could fead io insaificlen daia collesiion.

Fragect Managemesd; Progect will ke managed by Cody Bardfinkomes BN, primary imvestigaior wiil
oversigha by Susm 1. Walleoe Raph, DHF, BN, NEA-BC Campus Direcior £ Associate Clincal
Prafissor Monlir Sute Usiversity College ol Nussing

Ethics:

InTormeed Cansent: o gachsd

Budged; Therv is no or fending or budget for this poo et

(etbver Suppaerd for dhe Froject; see sbove

Collaboragisn with othor scioméisis or ressarch msbswtiones: Prosect oversight sirough Ploniana Siate
Unreersiy Cirndwte Colbepe of Mursing.

Curricelum Viee of imostgwion: See sinchod
(Mbar resemrch actividies of investigator: n'a

Finsiecing il Insurisd:: ot
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COLLARORATIVE INSTITUTIONAL TRAINING INITIATIVE (CITI PROGRAM)
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